and osteoblasts in case of bony lesions. In metastatic carcinoma, clusters of cells in acinar or glandular pattern with features of malignancy are seen, whereas osteoblasts can be differentiated by the absence of typical clear cytoplasm or perinuclear halo as seen in plasmacytomas. Knowing the radiosensitivity of the tumor, the patient was treated with radiation, 30 Gy in 10#(fractions), 3 Gy/#(fraction) over a period of 5 weeks. Eight months posttreatment, he was locoregionally controlled.
Woodruff et al, [2] defined solitary plasmacytoma of bone as a solitary osteolytic lesion without any evidence of myelomatosis on bone marrow examination. Most frequently it affects the vertebral bodies, ribs, pelvis, skull, and sternum. The characteristic findings on X-ray are a single, well-defined osteolytic lesion with sharp borders, lack of bony sclerosis, and periosteal reaction. [3] Histopathology shows multiple plasma cells as a thick sheet with scant intercellular stroma, extensive basophilic cytoplasm, round eccentric nucleus with cartwheel appearance, and perinuclear halo as seen in our case. The diagnosis is based on the solitary lesion in radiograph, plasma cells in biopsy, less than 5% plasma cells in bone marrow, and a negative urine test for Bence Jones protein. [4] Here the cytology revealed a distinct picture of plasma cells with eccentric cartwheellike nucleus, whereby a diagnosis of plasmacytoma was easily made, and further investigations ruled out multiple myeloma. Being highly radiosensitive, the local recurrence is less than 5% with conventional radiotherapy.
The present case of solitary plasmacytoma diagnosed on FNAC highlights the utility of FNAC and stresses that cytology can not only be used as an investigation tool, but also as a diagnostic modality.
Growing teratoma syndrome: A rare complication of germ cell tumors
Sir, Growing teratoma syndrome (GTS) is an extremely rare metastatic complication of malignant germ cell tumors (GCT) with only 47 cases reported so far in ovarian GCT, a majority following stage III. Here we report a case of GTS following stage IA immature teratoma.
A 19-year-old unmarried girl presented in November 2004 with abdominal distension for 1 month without any associated complaints. On examination, there was a large solid-cystic mass arising from the pelvis. Ultrasonography and computed tomography (CT) scan of the abdomen suggested cystic ovarian tumor with solid components. The levels of serum markers α-fetoprotein (5378.4 ng/mL) and CA-125 (167.78 U/ mL) were increased. She underwent staging laparotomy for ovarian GCT. Intraoperatively there was left ovarian neoplasm (cystic with solid areas) 20 × 25 cm with smooth surface. Other organs, peritoneal surface, omentum, and lymph nodes were normal, and there was no ascites. Left salpingo-oophorectomy with peritoneal cytology and omental biopsy was done. The ovarian tumor was removed intact without any spill. Histopathology revealed an immature teratoma grade III with predominantly immature neuroglial tissue mixed with mature elements. Omental biopsy and cytology were unremarkable. Final surgical-pathological staging was IA. Postoperatively she received 3 courses of chemotherapy. And then was lost to follow-up. No postoperative CT scan was done.
Three years later she presented with a dull pain in the abdomen with distension for 20 days without any associated complaints. On examination, the whole abdomen was filled with ill-defined solidcystic mass. CT scan revealed a solid-cystic mass of 22 × 10 × 21 cm with multiple thick septation, developed in retroperitoneal lymph nodes where primary metastasis is likely to have been missed at the initial surgery. [2, 3] Only in 1 case GTS with peritoneal mass following stage IA immature teratoma has been reported. [4] Diffuse peritoneal involvement in GTS has been seen only in initial stage III disease and this is usually termed as peritoneal carcinomatosis. [2, 4, 5] This case, we believe, is the first of its kind where diffuse peritoneal seedling with mature teratomatous masses was detected after primary treatment of stage IA immature teratoma. As all these nodules were benign mature teratomas, we would like to introduce the term of "Peritoneal Teratomatosis" for such a type of presentation. Peritoneal involvement due to initial metastasis is unlikely in the present case. One may hypothesize that microscopic spill of tumor cells during the primary surgery and chemotherapy initiated growth of mature teratomas from these microscopic germ cells. The present case of GTS is being reported for its rarity and unusual presentation.
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interspersed areas of calcification, and fat attenuation with marked displacement of bowel loops. Uterus and right ovary were normal. Serum markers were normal. Laparotomy revealed a large solid-cystic mass of 20 × 20 cm [ Figure 1 ] adherent to the peritoneum by fine adhesions, seemed to be arising from omentum. The peritoneum and bowel loops were studded with hundreds of small nodules, whereas the other organs were normal.
The mass was removed after adhesiolysis and infracolic omentectomy. Multiple biopsies were taken from peritoneal nodules, but complete removal of all nodules was not possible. Cut section of mass and nodules showed the presence of hair and sebum. Decision for conservative surgery was taken considering age and mature elements. Histopathology of all specimens revealed mature teratomas. She had been followed-up for 20 months and is asymptomatic.
The presence of enlarging or new masses after the treatment of a malignancy is considered to be malignant, but GTS is an exception where clinical or radiologic enlargement of benign masses are seen during or after chemotherapy associated with normalization of tumor markers. Surgical removal [1] rather than chemotherapy is the option as these are nonresponsive to chemotherapy. Despite the benign phenotype, 2 types of complications can be observed in GTS: mechanical compression and malignant transformation. GTS is generally seen following stage III disease. [1, 2] Only 3 cases have been reported earlier following stage I tumor. [2] [3] [4] In 2 of these cases, GTS
